Patient's Experience {#Sec1}
====================

As I approach the milestone of my 50th birthday, I reflect on the many challenges that life has thrown at me. Having a chronic, long-term condition, however, isn't one of them. Asthma means different things to different people; for me, it is a part of me, it is who I am and therefore I have grown to embrace it.

A surprising statement for some perhaps, considering the UK has the highest asthma death rate in the world and approximately 5.4 million people in the UK live with the disease---that is one in every 11 people. It's a complex condition and not one to be taken lightly but I won't let it beat me nor dampen my spirits. I have had asthma since I was a small child and I have had numerous chest infections, countless antibiotics, tons of steroids and so many inhalers that I am surprised I don't rattle; well occasionally I do. But it could be worse.

I am not sure where this courage, resilience and stubbornness came from. Perhaps from my mother, a paediatrician who ran her own asthma clinic, whose passion and determination I witnessed to give these poorly children the best life possible. Or perhaps it was from the respiratory consultant who told me categorically at the age of 13 that I would never be able to run a marathon. I then had my first goal!

Having asthma has not been an easy journey and it can be so scary. I tell people that having a tight chest or an asthma attack is like trying to breathe through a straw or trying to breathe up hill and never reaching the top. My list of asthma triggers is as long as your arm (house dust, cats, dogs, horses, feathers, orange juice, white wine, humidity, pollen, cold, stress etc.) and I feel I need to be on high alert and super vigilant whenever I go out to keep myself safe. I have grown to understand that despite all those around me the only person who can take care of me is me.

At the age of 44, things took a real downward spiral in my health and my super active, happy-go-lucky life as I knew it came to a standstill. I had a 4-year episode, on and off of a nasty*Pseudomonas* infection and was eventually diagnosed with bronchiectasis. My pulmonologist gave me course after course of antibiotics and upped my inhaler until I was on the highest dose of Seretide 500 BD. When the cough kept coming back she then added additional inhaled steroids, Qvar. Frankly I sounded like I smoked 40 a day. I could barely run 200 yards without stopping with chest pains and my persistent hacking cough was embarrassing so much so that people would turn around and stare. I honestly thought I was going to spend the rest of my years on oxygen or even die. Alarms bells began to ring even when calling the pharmacist for a repeat prescription or seeing another doctor for something else and they would comment on how high a dose I was on. I decided enough was enough; none of this was making sense and I wasn't getting answers or getting better. I went and saw a consultant at the Nuffield and for the first time, someone was looking at me as a whole person and not just treating the symptom. He suggested a totally different approach, felt less steroids would be better for me and started to slowly wean me off the high dosage of steroids. After a 3-month course of low dose antibiotic, I have been cough-free for 2 years and on the lowest dose of inhaled steroids ever (100 BD) and with a peak flow of 610.

Self-management is key; I have learnt about my condition through reading and research and asking questions. I have learnt to push back at the doctors if I don't feel that their advice is right for me and learnt to converse with my GP from an adult--adult perspective; it needs to be a partnership; a coaching conversation. The GP cannot be a master of all trades and doesn't have all the answers. I have said no to a cheaper generic inhaler which may save the practice money but might set back my condition---an approach made very clear in the NICE guidelines. Additionally, I know now which antibiotics may be good for chest infections but can cause side effects on other aspects of my life and so have asked for alternatives (fluoroquinolones and tendinitis---not good for running).

I have made exercise a massive part of my life. I go to the gym five times a week and run when I can. I don't think it is a coincidence that I am a runner and my asthma is so well controlled these days. I wish other asthmatics could see the benefit of some form of weekly cardio exercise on lung function, even if it is just starting with baby steps. After being told at the age of 13 that my dream of running the London Marathon would never be fulfilled, I have since gone on to run four marathons---London included, where I ran for Asthma UK. Trust me, there will be others. When I run I feel alive, invincible and like I don't have asthma; I feel the air in my lungs and I can breathe. Running helps with my mental health too; stress, as we know, plays a big part in exacerbating asthma attacks, so keeping a positive mindset is imperative to keeping me well.

I do believe there is an unmet need in the community in that Asthma UK does not offer any local face-to-face support groups for patients and their carers to help them cope with the psychological and emotional aspects of the disease.

As the Carly Simon song goes, "Nobody does it better"; we all need to take responsibility for managing our health.

Physician's Response {#Sec2}
====================

Noelle's article is very illuminating as it gives some very interesting and pertinent insights into the challenges of care for people with asthma.

Asthma is defined as a chronic inflammatory condition of the airways. The airway inflammation is associated with hyperresponsiveness of the airways and variable airflow obstruction \[[@CR1]\]. Asthma is a common condition and was first described by Hippocrates approximately 2500 years ago. Worldwide we estimate that 300 million people are affected, but prevalence of the condition varies widely in different populations, and it appears to lie in the range of 1--18% \[[@CR2]\]. As Noelle highlights, within the UK it is estimated that 5.4 million people currently receive asthma treatment \[[@CR2]\]. During childhood asthma tends to be commoner in boys; however, during adulthood the condition tends to be more frequent in women.

As a clinician when making a diagnosis of asthma, the history from the patient is of crucial importance. When assessing a patient with asthma, we need to identify the presence of the key symptoms of intermittent and variable breathlessness, wheeze and cough. These symptoms are usually worsened on exposure to trigger factors that the patient can usually identify. In Noelle's article she mentions several triggers that are of relevance to her symptoms. Once we have established the clinical history, we then undertake diagnostic tests to help confirm the diagnosis of asthma. The tests we use broadly speaking look to confirm the presence of variable airways obstruction, bronchial hyperreactivity or airways inflammation (Table [1](#Tab1){ref-type="table"}). As a physician with an interest in the care of people with severe asthma, I also recognise the importance of having a whole person approach to those individuals with difficult-to-control asthma symptoms. The need for a detailed assessment of a person with difficult-to-control asthma is well recognised \[[@CR3]\] and when undertaken it is not unusual that either an alternative or co-existent pathology is identified. Subsequent appropriate management can then result in an improvement in asthma control, as demonstrated by Noelle. The identification and treatment of her co-existent bronchiectasis resulted in improvement in asthma control and a reduction in intensity of asthma therapy.Table 1Diagnostic test for asthmaAirways obstructionBronchial hyperreactivityAirways inflammationPeak expiratory flowHistamine challengeExhaled nitric oxide testingSpirometryMethacholine challengeSputum eosinophil countsReversibility testingMannitol challenge

Over the years as our understanding of asthma has changed, we now appreciate that asthma is not one disease, but the condition can be subdivided into different forms or phenotypes of asthma \[[@CR4]\]. This understanding of the different forms of asthma is critical as we can now start to understand that different people's asthma responds to different asthma therapies and we need to be focused on ensuring our patients get the right therapies, so we can aim for optimal control of symptoms whilst minimizing the risk of side effects.

A stepwise approach to asthma care has long been established in asthma practice \[[@CR5]\] and this ensures that asthma treatment is increased or decreased according to the individual patients needs and symptoms. The aim of asthma management is to have control of day-to-day symptoms, normal lung function and have no exacerbations of the disease. Exacerbations of asthma are usually treated with high doses of oral steroids which can have significant side effects including weight gain, osteoporosis, thinning of the skin and fluid retention. As well as trying to control day-to-day symptoms it is also very important to reduce the risk of future exacerbations, aiming to prevent the long-term consequences of oral corticosteroid usage.

As Noelle suggests in her article, the mainstay of asthma therapy is via inhaled drugs. The inhalers contain corticosteroids which have an anti-inflammatory effect and/or bronchodilators which help improve airflow obstruction. We predominantly use an inhaled route for therapy as this allows for direct delivery of the drug to the lung, thereby maximising action on the target organ, and minimising systemic absorption and side effects. There are a wide variety of inhalers available and one of the challenges in asthma care is ensuring the individual can use the inhaler device approximately \[[@CR6]\]. There is no one inhaler device that will suit all patients \[[@CR7]\]; therefore it is critical to work collaboratively to ensure the inhaler device suits the patient and that the patient receives appropriate education and training in the use of the device. It has been recognised that poor inhaler technique is associated with reduced asthma control \[[@CR8]\]. Generally, these inhaled therapies are well tolerated, but they do have some side effects such as irritation of the oral cavity (inhaled corticosteroids) or tremor (bronchodilators).

If a person's asthma is more difficult to control then we can add oral therapies such as montelukast \[[@CR9]\], theophylline \[[@CR10]\] or low dose azithromycin \[[@CR11]\]. Montelukast is an anti-inflammatory agent, and generally is well tolerated but can cause sleep and mood disturbance. Theophylline predominantly acts via bronchodilation and can cause gastrointestinal side effects such as nausea. Azithromycin is a macrolide antibiotic that also has anti-inflammatory properties, it is generally well tolerated, but can have gastrointestinal side effects and requires liver function and ECG monitoring. The use of azithromycin in this situation would be supported by randomised controlled trial data, but would be outside of the drug licence within the UK.

In the last few years biological therapies have been developed for people with severe asthma. These are monoclonal antibodies that target specific cytokines within the immune system that are felt to be important in modulating asthma control (Table [2](#Tab2){ref-type="table"}). They are only suitable for use in patients with certain phenotypes or subtypes of asthma. These therapies are delivered by an injection and are generally well tolerated but can be associated with side effects such as injection site irritation and a flu-like reaction. One of the major downsides of these therapies is that the currently have to be administered in a clinic or hospital environment, but new developments currently will allow for home and/or self-administration in the future.Table 2Current biological therapies for severe asthmaBiological therapyCytokineAsthma phenotypeOmalizumabIgEAtopicMepolizumabIL5EosinophilicReslizumabIL5EosinophilicBenralizumabIL5 receptorEosinophilic

Another therapy that has been recently established in the care of people with severe asthma is bronchial thermoplasty. This therapy involves the application of gentle heat to the airways via a fibre-optic bronchoscopy. This results in reduction in smooth airways muscle and improvement in asthma control. It is unclear whether the mechanism of action for this therapy is through reduction of the ability of smooth muscle to cause bronchoconstriction or via the reduction in potential reservoir of inflammatory cells. The therapy has been established as effective and safe in both the short and longer term \[[@CR12], [@CR13]\]. The main downside of this therapy is the need for three bronchoscopies and the short-term risk of exacerbation peri-procedure.

There are several factors that will influence the choice of therapy for a patient with asthma. These will critically include patient preference, but also previous experience of therapies (either clinician or patient), current level of asthma control, frequency of exacerbations of asthma, as well as specific issues such as funding arrangements for high-cost therapies such as biological therapies and bronchial thermoplasty. Involvement of patient with asthma via shared decision-making has been demonstrated to improve concordance with controller medication and reduce the need to reliever medication \[[@CR14]\].

In her article Noelle discusses the role of self-management of her asthma. This is a key component of asthma care and has long been established as a principle in the delivery of asthma treatment \[[@CR5]\]. Within my practice I use the Asthma UK self-management plan to help people with asthma to understand their disease and therapy, as well as their understanding of asthma. A key part of providing a self-management plan is to discuss it with the individual and tailor it to their needs. The British Thoracic Society guidelines for asthma emphasis that to achieve a successful self-management programme a combination of written personal action asthma plan alongside education. These guidelines also highlight that self-management is not a one-off event, but a process that should be undertaken at all asthma consultations to review, reinforce and extend the individual's ability to self-manage their asthma \[[@CR15]\].

It is well recognised that difficult-to-control asthma can have significant effects upon quality of life and it is important to recognise that self-help groups or psychological therapies can be an important part of a holistic approach to the management of a person with difficult-to-control asthma.

Noelle demonstrates very well that once her asthma symptoms were well controlled, she was able to undertake regular exercise as well as undertaking the significant challenge of running a marathon. This demonstrates the key importance of clinicians and people with asthma working in partnership to ensure accurate diagnosis of asthma, identification of co-morbidities and then developing an effective treatment regimen for the individual. It also critically demonstrates the key aims of management of a person's asthma---minimal symptoms, no limitations to activity, normal lung function, and no exacerbations.

Good-quality asthma care relies on a partnership between clinicians and patients; in the words of The Beatles, "We can work it out!"
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